Chemotherapy of Bronchitis
SIR,-In your leading article on the chemotherapy of bronchitis (17 January, p. 125), a combination of fucidin and cloxacillin is suggested as an orthodox treatment for staphylococcal pneumonia. However, you then observe that these antibiotics may be antagonistic under in vitro conditions. You therefore recommend a combination of fucidin. with erythromycin for staphylococcal pneumonia. Not only is there no possibility of antagonism, but erythromycin is also more effective than cloxacillin against pneumococci, which may also be present.
Antagonism between fucidin and the penicillins, demonstrated by Eriksen,l is found when staphylococci are incubated for 24 hours in the presence of both antibiotics. Because of the inhibitory effect of fucidin, the staphylococci do not multiply and cannot therefore be destroyed by the otherwise bactericidal action of penicillin. However, this type of observation. cannot be applied directly to conditions in vivo. rt is also important to show if antagonism can be demonstrated after more than 24 hours, as a period of treatment of only 24 hours has no relevance to clinical practice. An investigation done in collaboration with K. A. Jensen (unpublished observations) showed that while antagonism can be observed after 48 hours' incubation of the staphylococci in the presence of the two substances, after 72 hours only very few staphylococci survived the combined effect. After five days, no antagonism can be shown. This corresponds more closely to the conditions in vivo, where treatment is normally continued for at least a week.
On this basis we have treated 86 cases of staphylococcal pneumonia with a combination of fucidin and methicillin (72 cases) or penicillin G, as part of a larger series of 270 cases of serious staphylococcal infection reported elsewhere.2 Of our 86 patients, 40 (47%) were aged over 60, and 64 (74 %) had severe debilitating disease. The total mortality rate in the group was 40%, but in only 18 patients (21 %) was the staphylococcal infection either the primary or contributory cause of death. In 10 of these 18 patients death occurred within the first 24 hours of therapy. It should be emphasized that in 22 On necropsy, the lungs were pinkish, but showed numerous areas of subpleural haemorrhage over all surfaces. There was no evidence of atelectasis. The thyroid was many times larger than normal, the enlargement being symmetrical, and the cut surface had a translucent appearance. Section: hypertrophic picture; the acini often tube-shaped, and tipped by tall epithelum. They contained scant or no colloid. There were fairly extensive areas of subarachnoid haemorrhage extending over an area from the anterior part of the parietal region to the occipital lobe; all on the lateral surface of the brain. Serial sections through the brain showed no gross abnormality. All other systems appeared normal.
Though the infant's death was primarily due to subarachnoid haemorrhage, postmortem examination gave us an opportunity to observe the histology of the thyroid. It is unusual that an infant shows signs of cretinism at or shortly after birth. It seems probable that this is the result of maternal thyroxine passing across the placenta, which accounts for the euthyroid appearance in those infants who subsequently become cretinous in appearance.' Morgans and Trotter2 described a baby who appeared cretinous at birth and whose mother had taken a proprietary asthma compound during pregnancy, the infant having a goitre at birth. The goitre disappeared spontaneously.
The infant described provides further evidence of the goitrogenic effects and dangers to the fetus of the antenatal consumption of proprietary asthma cures by the Steroids and Acute Pyogenic Meningitis SIR,-Your leading article (3 January, p. 6) on pyogenic meningitis and steroid treatment prompts us to make some comments.
We have investigated' the results of steroid treatnent in pneumococcal meningitis in 81 patients. The results are given in Table I . More patients in the steroid-treated group suffered from coma and pneumonia at admission. It is seen that among patients with bacteriaemia the fatality rate was considerably higher in the control group. This corresponds to the experience gained from animal experiments, in which early treatment with hydrocortisone in pneumococcal bacteriaemia revealed a favourable effect.2 It is stressed that the steroid treatment in our material was initiated at an early stage of the infection. No side-effects were observed and the incidence of sequelae was similar in-the two groups (Table II) . Pharmacological Aid for Faecal Incontinence SIR,-The difficulties in keeping incontinent patients clean are great. Children particularly live in constant fear of an "accident," of the odour involved, of the shame, and of becoming a social outcast. We have not found the simple recommendations of the Spina Bifida Study Groupx helpful in the treatment of our twenty incontinent children who wish to go to school, to social events, and to work. Enemata are not a good solution.2'3
We have had remarkable successes with the following method of bowel-training, which invokes a conditioned reflex. This can be reinforced by the gastro-colic reflex, by stimulation of intestinal motility with neostigmine, and also by suppositories which irritate the rectal mucosa. The programme must of course be adapted to the patient's usual daily schedule, and the advantages of completing this duty early in the morning have to be weighed against the early hour at which the two-hour programme must be commenced.
The patient is given a tablet of neostigmine 15 mg. (up to two tablets if one is inadequate) at a fixed hour, preferably before a meal, on two or three days a week depending on the frequency of the patient's earlier bowel habits. One-and-a-half hours later, or soon after the meal, the patient is given two glycerin suppositories per rectum. If these cannot be retained, the larger glycerin ovule, ordinarily for vaginal use, will usually remain in situ.
Twenty minutes after insertion of the suppository, the patient is seated on the toilet for ten minutes. If there is a small result, or no result, at the end of this time, an enema is given immediately. The need for this has been found to diminish progressively. Rectal (digital) examination is performed after the bowel action to confirm adequate emptying, especially in the early stages of training. Complete emptying of the rectum is essential, and if necessary the enema is repeated immediately.
By frequent trial over the weeks or months, the neostigmine dose is gradually reduced, and finally eliminated. Suppositories are continued at the scheduled time. Our physiotherapists have helped with some patients by education of the abdominalmuscles.
Success with this regimen has enabled us to discharge a resident patient for fourteen years from all care except three-monthly supervision. Now aged 23, she had been admitted for meningo-myelocele with complete incontinence, loss of sensation of perineum and feet, and partial paralysis of both legs. Braces enabled her to walk on crutches; she had for a long time managed her ileal conduit with complete independence, but it was only after the need for enemata was eliminated that she became confident of being able to cope at home.
The Appendicitis in Umbilical Hernial Sac SIR,-Although acutely inflamed appendices have been found in inguinal hernias' and even in femoral hernias,2 I could find only one reference to an appendix being found in an umbilical hernia. From Russia, Bulgakov reported an acutely-inflamed appendix in a strangulated umbilical hernia of a ten-month-old baby.3 The rarity of the finding is probably due to the fact that the appendix is seldom found in the proximity of the umbilicus. It would, therefore, appear worthwhile to report the occurrence of a chronically inflamed appendix in an umbilical hernia of an adult.
The patient, a 63-year-old man, was first seen in the outpatient department in January, 1969 complaining of a red and painful swelling in the umbilical region. He had first noticed this swe}ling three nmonths previously. It had subsided in a few days but tiad recurred one month later. His own doctor had treated him with tetracycline. He had never vomited, his bowel action was normal, and at no time had he lost his appetite. In-the past he had had bilateral femoral
